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Leon County

Florida Breast and Cervical

Cancer Early Detection
Program

Client Enrollment Packet

For questions regarding completion please call:

Natasha Coleman, Leon Regional Coordinator

Phone: (850) 404-6404 Fax: (850) 412-2205
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Florida Breast and Cervical Cancer Early Detection Program
Annual Applicant Agreement

The Annual Applicant Agreement (AAA) is used to obtain authorization and information from eligible women
enrolled in the Florida Breast and Cervical Cancer Early Detection Program (FBCCEDP). The FBCCEDP will collect
participant Protected Health Information (PHI) and Personally Identifiable Information (Pll) that is required to
provide patient services.

Please read each statement below and agree by signing at the bottom of the document.

As an FBCCEDP applicant, | declare that:

1.
2.

3.

| am a Florida resident and | want to become a client of the FBCCEDP, and | may withdraw at any time.

My net family annual income is at or below 200% of the Federal Poverty Level (FPL) and | have no health insurance
that pays for breast and cervical cancer screening exams.

I will no longer be eligible for FBCCEDP if my income changes to above 200% of the FPL.

1 will call FBCCEDP Once | obtain health insurance and give them the name of the health insurance company, policy
number and effective date. If my health insurance covers breast and cervical cancer screenings my screenings will no
longer be paid for by FBCCEDP.

| will disclose any breast or cervical screening services that may impact my eligibility of enrollment in FBCCEDP.

| may have a share of cost for some services.
I will use an authorized provider for my breast and/or cervical screening examinations (breast exam, mammogram,
and/or Pap test).

I agree to complete any follow-up tests within 60 days. If | fail to meet these guidelines, | may be responsible
for partial or full cost of all services.

10.

1.
12.

| will allow an exchange and release of my medical information between my health care providers, the FBCCEDP, the
Florida Department of Health’s Cancer Data Registry, the Centers for Disease Control and Prevention, and others
related to my health care. This information could include medical history, examination and procedure results, even if
they were not paid by FBCCEDP.

| agree to receive home phone, celiphone, email or postal mail contact from FBCCEDP and the Department of
Children and Families (DCF) Medicaid Program about my health care.

I understand that the FBCCEDP is a breast and cervical cancer screening program, not a cancer treatment program.

If | am diagnosed with breast or cervical cancer as a result of FBCCEDP screening, | will be referred to DCF Medicaid
Program which will determine if | am eligible for Medicaid benefits to cover treatment cost. | can reapply to FBCCEDP
for screenings once treatment is completed.

13.

14.

This agreement is for one year unless my program eligibility changes. If my eligibility status changes or this
agreement expires, | may be responsible for services provided during my FBCCEDP ineligible period.

As authorized by federal law, Title 5 U.S. Code section 552a, collection of social security numbers by the
Florida Department of Health for the FBCCEDP may be necessary in order to apply for and receive Medicaid
benefits. .

If you have any questions, contact your Regional Coordinator at the local Regional FBCCEDP office:

Local Regional FBCCEDP: Leon Phone # (850) 404-6404
Client Signature Date
Printed Name Date of Birth

Client Email Address:

DOH- FBCCEDP July 1, 2020



Florida Breast and Cervical Cancer
Early Detection Program

HEALTH (FBCCEDP)
FINANCIAL ELIGIBILITY

Client Name: Date of Birth: ID#

1. Do you have Medicaid? [ ] YES [ ] NO OR Do you have Medicare? [ ] YES [ ] NO
2. Do you have any form of health insurance? [_] YES [ ] NO Name of insurance
3. Number of people in your Household. (include yourself, spouse or civil union partner, and dependent children)
4. Net Household Income (After Taxes): $ Month OR $ Year
Family 2021 2021 | certify that the above information is correct to the best of my
Size DOH Scale DOH Scale k el d balick. §oi b0 the B t t of
Monthly Income Yearly Income nowledge and belief. | give my consent to the Department o
Health to make inquiry and verify the information. | understand that
1 $2,146.58 $25,759.00 | may be prosecuted under state law, if | have deliberately supplied
2 $2,903.25 $34,839.00 the wrong information.
3 $3,659.91 $43,919.00
4 $4,416.58 $52,999.00 NOTE:
o $5:175:25 $62,079.00 If I obtain health insurance coverage, while under the FBCCEDP, it is
6 $5,929.91 $71,159.00 my responsibility to notify the REGIONAL FBCCEDP office as soon as
7 $6,686.58 $80,239.00 possible.
8 $7,443.25 $89,319.00
9 $8,199.91 $98,399.00 Signature
10 $8,956.58 $107,479.00 Date
If you have any questions Please call the regional coordinator at between

8:00 a.m. and 5:00 p.m., Monday through Friday. We will make every effort to return your call in a timely manner.

| further understand that all my screening and diagnostic procedures must be completed within 60 days or payment for
these services CANNOT be guaranteed.

DOH-FBCCEDP Revised February 17, 2021
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e Florida Breast and Cervical Cancer Early Detection Program
CLIENT ENROLLMENT FORM

A IDENTIFICATION/GENERAL INFORMATION (Please Print)

NAME:
Last : First MI
BIRTHDATE: - - TELEPHONE: ( )
EMAIL ADDRESS:
MAILING ADDRESS:
Street City yALY County

RACE - Choose ALL that apply:
__WHITE __ NATIVE HAWAIIAN or other PACIFIC ISLANDER __BLACK/AFRICAN AMERICAN
___ASIAN __AMERICAN INDIAN or ALASKAN NATIVE __OTHER
B.
Do you have proof that you are a U.S. citizen ot a non-citizen in a lawful status? ____ YES__ NO
Do you have Hispanic or Latino heritage? _ YES __ NO
What is your primary Language spoken?

SCREENING STATUS: Have you ever participated in this program before?_ YES ___ NO _ UNKNOWN

HOW DID YOU HEAR ABOUT OUR PROGRAM? (Choose all that apply)
__Local ACS__Billboard __ Brochure ___ Bus Stop Advertisement CHD __ Community
__Family/Friend___Internet_ Newspaper __ Postcard _ Radio__Social Media__Television
__Med. office. (Specify facility or clinical provider’s name):

C. BREAST EXAM BACKGOUND (Check only one box for each category)

1. Have you yourself ever been diagnosed with Breast Cancer?
__Yes. If yes, when (year) ? No

2. Do you have a family history of breast cancer?

YES NO. Ifyes, Who ?

3. 'When was your last MAMMOGRAM before enrolling in this program?
__Last MAMMOGRAM (month /yeat )
Location:

__NONE __ UNKNOWN

D. CERVICAL EXAM BACKGROUND
1. Have you ever had Invasive Cervical Cancer? __ Yes Ifyes, when(year)____ ? No
2. When was your last PAP SMEAR before enrolling in this program?
__Last PAP SMEAR DATE (month /yeat )
__NONE __ UNKNOWN
3. Have you had a HYSTERECTOMY? (No Cervix) __ Yes__ No
Reason for Hysterectomy:

FBCCEDP Client Enrollment Form Revised 06/05/2020



